Legionnaires' disease is increasingly recognised as a cause of community acquired pneumonia.' Although there are no controlled trials of antimicrobial chemotherapy in legionnaires' disease, an early bacteriological diagnosis will confirm the need for treatment directed at Legionella or will redirect treatment should another pathogen be isolated. Serological tests provide only a retrospective diagnosis; while rapid antigen detection (for example, by ELISA or latex agglutination with urine samples2), although permitting early diagnosis, does not allow isolation of the organism. We report three cases of legionella pneumonia where the organism was isolated from material obtained during life by bronchoscopy. A 47 year old white man who had previously been well presented with a six day history of fever and "flu" like symptoms followed by diarrhoea, confusion, and a cough. His chest radiograph showed left lower lobe consolidation and treatment was started with intravenous ampicillin. Over the next 48 hours he deteriorated, with consolidation in the right lung as well. Treatment was changed to erythromycin and the patient was transferred to this hospital. He required mechanical ventilation and a bronchoscopy was performed via the nasotracheal tube. Small amounts of golden coloured bronchial secretions were aspirated with the aid of bronchial lavage and transbronchial biopsy specimens were taken. Erythromycin treatment was continued, with the addition of rifampicin. Despite intensive support, however, he continued to deteriorate and died the following day.
Legionnaires' disease is increasingly recognised as a cause of community acquired pneumonia.' Although there are no controlled trials of antimicrobial chemotherapy in legionnaires' disease, an early bacteriological diagnosis will confirm the need for treatment directed at Legionella or will redirect treatment should another pathogen be isolated. Serological tests provide only a retrospective diagnosis; while rapid antigen detection (for example, by ELISA or latex agglutination with urine samples2), although permitting early diagnosis, does not allow isolation of the organism. We report three cases of legionella pneumonia where the organism was isolated from material obtained during life by bronchoscopy.
Case reports CASE 1 A 55 year old black man presented with a two week history of increasing dyspnoea, cough productive of frothy blood stained sputum, and muscle aches. He A 47 year old white man who had previously been well presented with a six day history of fever and "flu" like symptoms followed by diarrhoea, confusion, and a cough. His chest radiograph showed left lower lobe consolidation and treatment was started with intravenous ampicillin. Over the next 48 hours he deteriorated, with consolidation in the right lung as well. Treatment was changed to erythromycin and the patient was transferred to this hospital. He required mechanical ventilation and a bronchoscopy was performed via the nasotracheal tube. Small amounts of golden coloured bronchial secretions were aspirated with the aid of bronchial lavage and transbronchial biopsy specimens were taken. Erythromycin treatment was continued, with the addition of rifampicin. Despite intensive support, however, he continued to deteriorate and died the following day.
At necropsy both lungs were found to be heavily consolidated, with very little normal tissue remaining. IFAT of the lung biopsy specimen gave a positive result on the first day and postmortem lung tissue was also IFAT positive for Legionella. L pneumophila serogroup 1 was cultured from both specimens on the third day of incubation. IFAT staining of tracheal aspirate was negative for Legionella. CASE 3 A 59 year old white man became unwell five days after returning from a holiday in Portugal and presented to hospital with a history of five days' headache, three days' diarrhoea, and two days' shivering and sweating. His temperature was 39*5°C and there were extensive crackles at the right lung base. A chest radiograph confirmed the diagnosis of pneumonia. Bronchoscopy was undertaken and transbronchial lung biopsy specimens were taken from the right lower lobe. Legionella pneumophila serogroup 1 was isolated from the bronchial washings after three days of culture but not from the transbronchial biopsies. IFAT We have shown that legionellae may be isolated from transbronchial lung biopsy specimens when the organism is neither seen by IFAT nor cultured from tracheobronchial aspirate (case 2); while the reverse held in case 3, the yield of positive cultures is likely to be greater if both procedures are undertaken. We feel that this justifies the small increase in risk inherent in transbronchial lung biopsy. While a comprehensive diagnostic screen for Legionella infection in the individual patient requires IFAT staining and culture of clinical specimens, including blood, with the addition of serological tests, only the first two are likely to provide early confirmation of the diagnosis. We advocate early bronchoscopy with aspiration of bronchial secretions and bronchial lavage plus transbronchial lung biopsy in patients thought to be suffering from legionnaires' disease. 
